Alternative Methods ofTreatment The persistently oligospermic man, or the patient whose sperm density improves only marginally, may be helped by artificial insemination of centrifuged semen, or by pooling concentrated sperm.
In men with anti-sperm antibodies in their plasma responsible for the autoagglutination of sperm on the slide, it is possible to wash the plasma antibodies off these spermatozoa under aseptic conditions, then centrifuge them, and so arrive at a concentrated specimen of semen which may then be injected directly into the cervix. This has so far been carried out in 12 cases. Three pregnancies have been achieved to date.
Finally, in 15 cases with a positive Kibrick's reaction in the wife's plasma, we have given the wife a small dose of prednisone over the period of artificial insemination with washed spermatozoa. This has been done in 5 cases and to date has achieved one pregnancy.
Discussion
This study has taught the authors certain lessons:
(1) the deployment of methods of investigation which are currently available allows us to recognize hopelessly destroyed testicular tubules;
(2) we can improve our diagnosis of a mechanical block in the seminal passages by radiographic means; (3) if an oligospermic male has a testicular biopsy which shows the 'sloughing' effect, even if we still lack understanding of its basic pathology, nevertheless many of these testes will respond to either clomiphene or fluoxymesterone; (4) development ofcurrent techniques ofsperm concentration and artificial insemination using the husband's semen enable us to make use even of oligospermic semen; (5) appropriate measures may allow immunological barriers to be overcome.
Some Urological Aspects of Renal Transplantation by A M I Paris MB FRCS (The London Hospital Medical College, London El)
Some of the most important surgical problems of renal transplantation involve the urinary system. They arise during the preparation of the patient, the operation or the postoperative period. From September 1969 to May 1972 42 kidneys were transplanted in 38 patients, 4 of whom were having a second transplant. Only cadaveric donor kidneys were used. Twenty-seven of these patients (71 %) are still alive and 22 (58 %) have successfully functioning grafts. Four have had their grafts removed and are being hemodialysed whilst awaiting another; the kidney of one patient excretes large volumes of urine but has a low clearance rate and he is awaiting a further transplant.
Patients are accepted for treatment of end-stage renal disease after joint discussion between urologists and nephrologists on the general principle that all those accepted for treatment will be offered transplantation but that some will decide to continue permanently on home dialysis. Whenever possible patients have been trained for home dialysis even though the intention has been to offer them a kidney when one is available. During the initial period the urinary system is fully investigated to detect those patients in whom smouldering pyelonephritis, residual urine, outflow obstruction or ureteric reflux would form a threat of subsequent infection. All patients, therefore, have a micturating cystogram. In 53 such patients the cystogram showed unilateral reflux in 6 (11 %), and bilateral reflux in 3. Three patients had bladder neck obstruction. In all cases showing reflux nephroureterectomy was performed whilst bladder neck obstruction was treated by Y-V plasty in 2 and transurethral resection in one.
When indicated it has been our practice, if possible, to perform bilateral nephrectomy well before transplantation. Chronically infected polycystic kidneys and kidneys in patients with reflux or hypertension were always removed and, in addition, we have generally regarded scarred endstage kidneys as being possible sources of infection and have preferred to remove them. This policy is currently under review. One of our patients was found to have bilateral renal carcinomata instead of the congenital polycystic kidneys which had been expected.
At first we performed bilateral nephrectomy through a transperitoneal approach using a single transverse upper abdominal incision, but we found that the lateral limits of these wounds often healed poorly and we gradually reverted to the conventional approach to the kidney with the patient in the full lateral position and a small twelfth rib incision. No difficulties have arisen from turning the patient to remove the second kidney. To remove the ureters a separate Pfannenstiel incision has been used. Very large polycystic kidneys have been removed at two separate procedures. Of the 58 patients undergoing nephrectomy 7 died before being transplanted. One had a very large polycystic kidney and developed a fatal postoperative septicremia; a second patient died twenty-four hours after the nephrectomies from pulmonary oedema and hyperkalkmia, a condition which, in retrospect, could possibly have been prevented by timely dialysis. The causes of death of the remaining 5 patients, which cannot be attributed to the operation of nephrectomy, were as follows: subdural hematoma 1, carcinomatosis (renal primary) 1, unexplained encephalopathy 1, bronchopneumonia at three months 2.
One of the most important problems in transplantation is the choice of the method of ureterovesical anastomosis, and the many methods of re-establishing continuity of the urinary system which have been described testify to the lack of any universally successful technique. At first we used the tunnel and cuff technique of Paquin (1959) but this requires a cystotomy. We now prefer the method described by Woodruff et al. (1969) , a technique comparable to that described by Leadbetter for ureterocolic anastomosis, and use an 8 or 10 Charriere Gibbon urethral catheter as a splint. A urethral catheter is passed when urine is produced and is only inserted during the operation if the kidney functions immediately. All tubes are connected to closed sterile bags with non-return valves, containing 10 ml 5% chlorhexidine solution.
Six patients (14%) had urinary leaks (Table 1) . Of the 7 patients who had a Paquin type ureterocystostomy 2 developed a leak from the anastomosis and one from the cystotomy. One of the 33 patients who had the Leadbetter system had a ureteric leak; a second developed necrosis of the vault of the bladder as part of terminal pelvic sepsis; a third complication is described below.
Case 1 T W, aged 31 March 1969: Bilateral nephrectomy for end-stage proliferative glomerulonephritis. June 1969: Kidney transplanted into the left iliac fossa where it functioned well for eighteen months and then showed signs of rejection. Its renal function progressively decreased and it was removed in July 1971 by a subcapsular approach. Four weeks later a well-matched kidney was transplanted into his right iliac fossa. This functioned immediately but the left iliac wound broke down and leaked urine. Despite prolonged catheter drainage the leak continued although it was not possible to demonstrate a fistula radiologically. On exploration it was found that the urine was leaking from the bladder along the ureter to the empty capsule of the first transplant. The ureter and capsule of the first grafted kidney were totally removed and the bladder closed. Further course was uneventful and his kidney now has a creatinine clearance of 100 ml/min.
Management of another complicated case was as follows.
Case 2 J P, aged 35 Had a lumbar meningocele closed at eighteen months. Dilatation of both urinary tracts followed her neurogenic bladder and was treated by bilateral cutaneous ureterostomy when she was 17 years old. Three months later the left kidney and ureter had to be removed because of infection. In February 1971, eighteen years after ureterostomy, she developed renal failure, first treated with a low-protein diet, but by July 1971 she required definitive treatment. Her home condition precluded long-term hwemodialysis and although her previous urological disease caused additional surgical problems she was prepared for transplantation. In November her remaining kidney and ureter were excised and a month later her bladder was removed and an isolated ileal loop prepared and placed in position for subsequent use. The cystectomy was performed in the usual way but extra precautions were necessary to achieve hwmostasis because her initial hiemoglobin level was only 4.1 g. In March 1972 a kidney that had perfused well and was a good match became available and was transplanted into her right iliac fossa. The ureter was anastomosed end-to-end to the ileal loop with continuous 4/0 chromic catgut over a fine Gibbon catheter which was passed along the length of the ileal loop, through the donor ureter and into the renal pelvis. This catheter was removed on the tenth day. The kidney functioned immediately and after an uneventful recovery the patient is now well.
